Objectives. This study explored the current status of the role of state schoolbased health center (SBHC) initiatives, their evolution over the last two decades, and their expected impact on SBHCs' long-term sustainability.
School-based health centers (SBHCs) represent an important public health strategy for improving the health of the school-age population. Resarch and evaluation have demonstrated SBHCs' ability to get crucial services such as mental health care and screening for high-risk behavior to hard-to-reach populations, especially minorities and males, 1,2 reduce adolescents' inappropriate emergency room use, 3, 4 improve quality of care for chronic conditions 5, 6 and routine health maintenance, decrease absenteeism and tardiness, and reduce high-risk behaviors. [7] [8] [9] [10] Cost-benefit studies have attributed the use of SBHCs to a reduction in inpatient, drug, and emergency department expenditures by Medicaid. 11 State public health agencies have long played a critical role in the growth of this public health strategy. The first known assessment of state political and policy activities in support of SBHCs was conducted in 1986 by the Center for Population Options (CPO), a national youth advocacy organization (now named Advocates for Youth). 12 The study documented the origins of the first state-level SBHC initiatives, including state legislative proposals, budgets, and policy study reports. Its findings revealed emerging interest and significant state-level political and advocacy action in support of (and opposition to) SBHCs at a time when the model was relatively unknown. (There were only 74 known SBHCs at the time of the report.) Authorizing legislation and funding for SBHCs were proposed in eight states (California, Connecticut, Massachusetts, Michigan, New York, Oregon, Virginia, and Wisconsin); only two would pass that year (Massachusetts and New York). Legislative and executive task force reports from 13 states recommended state-level support of SBHCs as remedies to intractable public health concerns such as poor adolescent health outcomes, infant mortality, and teen pregnancy. Further, the 1986 CPO report revealed the earliest pioneers to make state-level investments 3. Survey content, data cleaning, and data recoding: All paper questionnaires were visually inspected by NASBHC staff prior to data entry. Data were electronically checked for inconsistencies and failure to follow "skip" patterns. If the survey appeared to be incomplete, the individual responsible for completing the survey was notified and attempts were made to collect the data over the phone. Missing data were ascribed where possible based on other information in the survey. SBHCs were defined as health centers located on school property and staffed by qualified primary care health-care professionals able to diagnose and treat medical problems in school-age children and adolescents.
RESULTS
We received completed surveys from 49 states and the District of Columbia. Puerto Rico and Tennessee did not complete the survey. The California and Maryland surveys were completed by the state SBHC association because we were unable to get a response from the state's health department (California) and because the executive director of the state SBHC association had been responsible for SBHCs in the Governor's Office for Children, Youth, and Families until just prior to the survey going out (Maryland).
For the purposes of reporting, we divided the state respondents into three groups: states with no SBHCs, states with SBHCs but no funding mechanism, and states with a funding mechanism specifically for SBHCs (Figure 1 The two most common sources of state-directed funding for SBHCs (Table 1) were state general revenue (15 states) and Title V of the Social Security Act, the federal-state block grant for maternal and child health programming (seven states). Allocation of state resources was typically directed through a competitive grant program. The criteria most often used by the states to make grant awards included: low-income communities, federally designated medically underserved areas (MUAs), health professional shortage areas (HPSAs), and uninsurance among school-aged youth (data not shown).
We asked the state program office to estimate the percentage of the SBHCs' operating budget that was covered by state grant funds ( Table 2) . Seven of the 19 states said they provide 50% or more of the SBHCs' revenue.
Longitudinal finance data
Because of differences in surveys over time, data could not be examined longitudinally. Nonetheless, comparable data were available from the 12 states that represented the largest and oldest state initiatives (94% of total state allocations) to assess changes in state-directed revenue from the 2000 and 2002 surveys (Table 3) . While some state initiatives did experience losses in revenue from 2000 to 2004, on average the collective state allocations increased by 20%. As for the future of these SBHC investments, the outlook appears to be positive, according to the state survey respondents. Of the 19 states, nine envisioned SBHC funding increases on the three-year horizon, while eight predicted stable funding. Only two states (Delaware and Kansas) expected decreases in their investments. Figure  2 ) illustrated active involvement on the part of most state program offices in the development and operations support of SBHCs.
Data collection
All 19 state program offices mandate data reporting by their SBHC grantees; New York and Oregon require data from nonfunded SBHCs in their states as well. Typical data elements required by the states include operations (staffing, policies, physical space), visits (users, enrollees, diagnoses), and finance (budget, billing). We asked the states to identify specific measures used by the state to assess SBHC performance; all but Illinois and New York collected performance measures. Of the 15 child and adolescent health-care quality measures we listed in the survey, those most commonly used by the state program offices were: physical examination (13 states), risk assessment (10 states), immunizations (eight states), and mental health (eight states). We also asked how the SBHC data were used by the state; the most common responses were for quality improvement (14 states), production of an annual report on the state initiative (14) , and advocacy (13) .
Setting state standards
Sixteen state program offices have established operating standards for their SBHC grantees, which are monitored by the state program office via site visits 
State policy on contraceptive access in SBHCs
With their early history steeped in adolescent pregnancy prevention, SBHCs are sometimes embroiled in controversy about on-site contraceptive access. As highlighted in the 1986 CPO report, anti-SBHC activists sought to restrict contraceptive access through the state legislative arena. According to the survey responses, five of the 19 states with SBHC initiatives (Delaware, Louisiana, Michigan, New Jersey, and Texas) prohibit their grantees from dispensing contraception on-site. An additional six states (District of Columbia, Georgia, Nevada, Ohio, Utah, and Virginia) restrict contraceptive access in SBHCs, despite the fact that they do not fund or regulate them.
Medicaid and SCHIP
The growth of state SBHC investments throughout the 1990s corresponded with another fast-growing healthcare finance phenomenon: Medicaid managed care. The dominance of managed care was later reinforced in 1998 with the emergence of SCHIP and managed care as the states' favored delivery mechanism. 16 Thought critical by state stakeholders and advocates to long-term sustainability, reimbursement to SBHCs from Medicaid-and later, SCHIP-historically has been challenging for a host of reasons (both policy and capacity related) that have been documented by NASBHC. 17 More than a decade after the introduction of managed care waivers, many of those challenges remain, but several of the states-exclusive to those with state-funded initiatives-have established policies to mandate or enable (but not always guarantee) reimbursement for services delivered in SBHCs to Medicaid and SCHIP enrollees. The four policies we found states most likely to implement were:
• Define SBHCs as a unique provider type.
• Waive prior authorization by a primary care provider for all visits.
• Waive prior authorization by a primary care provider for specific types of visits (i.e., family planning, mental health, or acute care).
• Mandate contracts between SBHCs and managed care organizations. Figure 3 identifies states that have Medicaid and SCHIP policies for SBHCs. Assessing the impact associated with these reimbursement policies was not included in the scope of this research; however, However, one question remains: in light of everincreasing competition for shrinking federal and state public health resources, can these state-level investments be continued? Traditional third-party capitation and fee-for-service reimbursement methods have failed to meet high expectations for sustaining SBHCs. Advocates argue that a reimbursement system based on historical underutilization of care from physicians in traditional single-discipline settings cannot fully support a more effective, comprehensive, coordinated, and responsive system of school-based primary care. Medicaid and SCHIP payment methodologies must be transformed to fully realize the promise of prevention and early intervention that is achieved with SBHCs, or alternative sources of revenue will need to be identified to sustain and grow this access model. It is well within the capacity of state government to do both.
CONCLUSION
Despite questions about future state-level investments, states have continuously invested in SBHC initiatives during the past 20 years. In 20 years, the number of state SBHC initiatives has increased from five to 19. Over time, these initiatives have played a significant role in the expansion of SBHCs by earmarking state and federal public health funding for SBHCs, stetting program standards, collecting evaluation data to demonstrate impact, and advocating for long-term sustainable resources.
